were included in the analysis. Patient demographics, clinical presentation, and surgical procedure and outcomes data were collected in a prospectively maintained database. A retrospective analysis categorized patients into three, 5-year tertiles based on date of surgery and trends over time were analyzed.
INTRODUCTION AND OBJECTIVES:
This study evaluates the outcome of redo-urethroplasty in patients with recurrent penile, bulbar or posterior urethral strictures with a particular view to identifying any factors constituting complexity and any difference in the outcome of revisional surgery on the three different anatomic segments of the urethra.
METHODS: Over a ten year period, 51 redo-bulbar, 133 redopenile and 48 redo-posterior urethroplasties following pelvic trauma (PFUI) were perfomed in a single unit. Minimum follow-up was five years. Patients were followed up clinically (and by PROMS in the latter part of the study), radiologically and by flow rate assessment.
RESULTS: The restricture rate for redo-bulbar urethroplasty was 4% (3.5% for primary surgery) with the recurrence rate increasing significantly in patients having had 3 or more previous urethroplasties. 18.8% of revisional penile urethroplasty recurred (10% in primary surgery). Recurrence was commonest in salvage hypospadias surgery (15 of 80 procedures; 18.8%). For bulbar and penile redo-urethroplasty, the revision surgery commonly involved a more complex procedure than the primary (e.g required a buccal graft when the primary procedure was a simple anastomotic; performed as a staged procedure when the primary was single-staged). Following redo-urethroplasty for PFUI, the recurrence rate was 12.5% (5.4% in primary surgery). The redo-procedure was usually further down the "step-wise progression" approach (more commonly requiring inferior pubectomy and/or rerouting of the urethra) than the primary failed procedure. The median time to stricture recurrence for all revision surgery was three months.
CONCLUSIONS: Bulbar urethroplasty has the best results both for primary and revisional surgery even when the revision is more complicated. Redo surgery is well tolerated. Penile urethroplasty has less satisfactory results; is technically more demanding and has many more complicating factors especially in redo surgery, which is not well tolerated. Posterior urethroplasty for trauma also has a number of complicating factors and is technically more demanding especially in redo surgery. This emphasises the importance of a successful primary intervention in these cases.
Source of Funding: none

MP55-20 OBJECTIVE ASSESSMENT OF MOUTH OPENING AFTER BUCCAL MUCOSAL GRAFT (BMG) URETHROPLASTY: A PROSPECTIVE STUDY
Jaisukh Kalathia*, Indore, India; Kaushal Patel, Venkatesh Krishnamoorthy, Anantapur, India INTRODUCTION AND OBJECTIVES: Buccal mucosal graft (BMG) is frequently used for reconstruction of urethral strictures with acceptable donor site morbidity after the graft harvest. There are only few prospectively designed studies with small number of patients reporting the oral complications particularly the mouth opening in the long term. We did the objective assessment of the mouth opening before and after 6 months of BMG urethroplasty as well as the pain scores.
METHODS: A total of 58 patients who underwent BMG urethroplasty were included in the study between May 2013 to December 2014. Pre-operative mouth opening (reference point between two incisors with highest of three readings taken as final) was measured using Vernier calipers. The harvest site was left open to heal by secondary intentions. Post-operatively, the mouth opening and pain scores using self-administered [Visual Analogue Scale (VAS)] were assessed on Day 1, Day 3 and in follow-up at 1 week, 1 month and at 6 months. Data was analyzed as mean (Standard Deviation), proportion and median (Inter Quartile Range) with two tailed p value <0.05 as significant. RESULTS: Mean age was 39.6 years. The graft was harvested from a single cheek in 50% of patients. In remaining patients, graft was taken from both cheeks, both cheeks with lip and both cheeks with tongue in 29.31%, 17.24% and 3.5% respectively. Pre-operative mouth opening [5.13 cm (0.08] CONCLUSIONS: Mouth opening restriction after BMG urethroplasty is a definite entity in the initial post-operative period which becomes non significant by the end of 6 months. The pain by itself has no effect on mouth opening
